sphenoid with firm, haemorrhagic tumour which was well encapsulated. The tumour infiltrated both orbits and into the left maxillary antrum (Fig. 2) . There was fibrosis of the pituitary and atrophy of the optic chiasma and nerves. No myeloma deposits were seen elsewhere in the skeleton. Histological examination showed the tumour to be a typical myeloma. Examination of the bone marrow did not reveal any increase in the number of plasma cells.
Discussion
Willis (1960) has stressed the difficulty of bcing certain that an apparently solitary myeloma is not, in fact, a precocious first lesion of myelomatos!s. The disseminated nature of myelomatosis usually becomes manifest within 2 years of the first appearance of a single myeloma. However, there have been several reports of up to 12 years elapsing between initial presentation as a single myeloma and dissemination occurring (Yentis, 1956; Lumb, 1952) . Willis (1960) (Jim, 1955; Cogan, 1956; Bjornberg, 1962) (Strachan, 1966 
Comment
There seems no doubt that our patient has disseminated lupus erythematosus. It seems possible that this connective tissue disorder had previously involved the vasa vasorum of the vessels arising from the arch of the aorta, so giving her the signs and symptoms of the aortic arch syndrome.
It seems very unlikely that the disappearance of the pulses could have been due to an occlusion of the vessels concerned as such excellent recanalization would be unusual after such an event.
It is interesting to note that the pulse abnormalities developed whilst the patient was receiving streptomycin. This drug might have been the cause of an exacerbation of the disease process. The skin lesions occurred shortly after stopping steroid therapy. They may have been provoked by this.
It is also noteworthy that this case of aortic arch syndrome of Takayasu seems to be the first that has been observed from its onset and also the first that responded completely to steroid therapy. lupus erythematosus. disseminated of Takayasu due to
